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HCFA-179  

AS  TO  

' DEPARTMENT OF HEALTH AND HUMAN SERVICESHEALTH 

TRANSMITTALAND NOTICE OF APPROVAL OF 
.STATE PLAN MATERIAL 

FOR: HEALTH CARE FINANCING ADMINISTRATION 

TO:ADMINISTRATOR 
HEALTH CARE FINANCING ADMINISTRATION 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

5. TYPE OF PLAN MATERIAL(Check One): 

FORMAPPROVED 
OMB NO. 0938-019: 

11. 	TRANSMITTALNUMBER: 2. STATE: 

0 0 - 0  0 7 HAWAII 

3. PROGRAM IDENTIFICATION: TITLE XIX OF THE SOCIAL 
SECURITY ACT (MEDICAID) 
MEDICAL ASSISTANCE 

4. EFFECTIVEDATE 

10/01/00 


STATE BE NEW0NEW PLAN 0 AMENDMENTCONSIDERED PLAN n AMENDMENT 

COMPLETE BLOCKS6 THRU 10 IF THIS IS AN AMENDMENT (Separate Transmittalfor each amendment). .  
6. 	FEDERAL STATUTE/REGULATION CITATION: 7. FEDERAL BUDGET IMPACT: 

a. FFY $42 C.F.R. 435.234 b. FFY 
N/A 

$ 

i 8. PAGE NUMBEROF THE PLAN SECTIONOR ATTACHMENT 9. 	 PAGE NUMBER OF THE SUPERSEDED PLAN SECTION 
OR ATTACHMENTIF Applicable):i SUPPLEMENT 6 To ATTACHMENT 2 -6-8 SAME 

10. SUBJECT OF AMENDMENT: 

STANDARD FOR OPTIONAL STATE SUPPLEMENTARY PAYMENTS 

11. GOVERNOR'S REVIEW (Check One): 

0GOVERNORS OFFICEREPORTED NO COMMENT 
COMMENTS OF GOVERNORS OFFICE ENCLOSED 

0NO REPLY RECEIVED WITHIN45 DAYS OF SUBMITTAL 

I 

OTHER,ASSPECIFIED: 
APPROVED BY THE GOVERNOR 

12. SIGNATURE OF STATE AGENCY OFFICIAL: 16. RETURNTO: 

13. TYPED NAME: 
SUSAN M. CHANDLER 

SUBMITTED: 15. DATE I 

FORM(07-92) Instructions on Back 

OF HAWAII 

DEPARTMENT OF HUMAN SERVICES 

MED-QUEST DIVISION 

POLICY & PROGRAM DEVELOPMENT 


OFFICE 
P*O. Box 339 
HONOLULU, HAWAII 96809-0339 
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